


















 

EXHIBIT 4 

HAWAII STATE HOSPITAL 
 

NURSING AGENCY DOCUMENTATION FORM 
 

DATE FORM COMPLETED:  ____________________ 
 
 
NAME:  _____________________  AGENCY:  ________________________ 
 

(Please circle)  RN   LPN   PMA 
 

Agency Delivered Education /Evaluation 
 
1. Infection Control:  (Date Completed All 4 Topics) 
 

A. Blood Borne Pathogens  C. Tuberculosis 
B. Universal Precautions  D. Infection Control 
Practices 
 
Last PPD _________ Result: ________   X-Ray: _________ N/A 
   Date         Date 
 
Hepatitis B: (Please circle)  A. Vaccine Series Completed 

B. Vaccine Declined 
C. Has neither completed nor Declined 

 
2. Fire and Safety: (Date completed All 4 Topics) _____________ 
 
 A. Electrical Safety   C. Back Safety 
 B. Hazards Communication/  D. Fire Safety Principles 
  Right-To-Know 
 
3. General Medication Test: (Date Completed and Result) 

________ Pass   N/A 
 
4. Agency Co-ordinator ___________________________________________ 

Signature     Date 
_____________________________________________________________________ 

Proof of Documentation (Copy) 
 
Nursing License        TB Clearance 
 
 
 
 
 
Current CPR Card 
 
 



 

EXHIBIT 5 

Hawaii State Hospital 
Agency Nursing Application for Orientation 

 
Recent, (within the past five years) in-patient hospital psychiatric experience: 

 
 

Institution/Agency 
______________________________________________________________________ 
 
Address:______________________________________________________________________________ 
 
Supervisor: _______________________________________________  Phone: __________________ 
 
Dates Employed: _________________________________ to ___________________________________ 
 
Title: RN,  LPN  or  PMA 
 
Psychiatric patient care responsibilities (be specific): 
_________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 
Institution/Agency 
______________________________________________________________________ 
 
Address:______________________________________________________________________________ 
 
Supervisor: _______________________________________________  Phone: __________________ 
 
Dates Employed: _________________________________ to ___________________________________ 
 
Title: RN,  LPN  or  PMA 
 
Psychiatric patient care responsibilities (be specific): 
_________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 



 

EXHIBIT 6 

HAWAII STATE HOSPITAL 
MEDICAL SERVICES UNIT 

INITIAL EMPLOYEE/PERSONNEL HEALTH SCREEN 
 
 

Name:  __________________________  Date: __________________________ 
 
Job Title: __________________________ Department: _____________________ 
 
Date of Birth: ____________________ Gender:   � Female � Male 
 
Primary Physician: __________________________  Phone #: ________________ 
 
Social Security Number: _________________________________ 
 
CHILDHOOD ILLNESS/IMMUNIZATION HISTORY* 

Disease or 
Vaccine 

Had at 
Age 

Immunized 
(Year) 

Titer Comments 

Rubella    Proof of Immunization/Date, Results 
of Titer 

Rubeola    Proof of Immunization X’s 2/Date, 
Results of Titer 

Mumps    Proof of Immunization/Date, Results 
of Titer 

Chicken Pox 
(varicella) 

   Proof of Immunization X’s2, titer, or 
Reliable history of disease 

Tetanus (Td)     
Hepatitis B    Dates of 3-injection series/HbsAb or 

signed declination 
PPD skin test 
Results: 

   Date and result 

BCG     
*Written documentation from physician/health facility required.  Hospital personnel 
responsible for the cost of blood tests/immunizations 
Shaded areas required 
 
 
 
____________________________________________   _____________________ 

Physician Signature          Date 
 




